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a b s t r a c t
Background: To expand our understanding of social support and mental health, we introduce a measure
of social support barriers and investigate the relationship between these barriers, social support, mental
health and gender in survivors of the terrorist attack on Utøya Island, Norway.
Methods: Survivors (N¼285) were interviewed face to face. We used conﬁrmatory factor analysis (CFA)
to assess the latent factor structure of the Social Support Barriers Scale and perceived social support
(FSSQ), and linear regression analyses to investigate the associations between social support variables
and mental health (PTSD-RI and HSCL-8).
Results: The CFA indicated that social support barriers and perceived social support were two separable
latent constructs. Social support barriers were highly associated with posttraumatic stress reactions
(adjusted regression coefﬁcient¼0.38, 95% CI¼0.29–0.47. po0.001) as well as with psychological
distress (adjusted regression coefﬁcient¼0.35, 95% CI¼0.26–0.43, po0.001). In contrast, neither
perceived social support nor gender was associated with mental health after adjustment for barriers.
Limitations: Most analyses were based on cross-sectional data. This is the ﬁrst study to use a quantitative
measure of social support barriers.
Conclusion: Social support barriers may be a new opening to understand the relationship between social
support and mental health and may have a role in explaining why women are at increased risk for
mental health problems. Clinicians should explore not only perceived social support but also barriers to
making use of these resources when consulting young people facing major life adversities.
& 2014 The Authors. Published by Elsevier B.V.
1. Introduction
Social support is closely related to mental health. Nevertheless,
the mechanisms involved are poorly understood (Kessler et al.,
1985; Thoits, 2011). We wish to expand our understanding of
social support by exploring reasons why people might choose not
to make use of such support in times of trouble. We introduce the
notion of social support barriers and examine their relation to
perceived social support and mental health in young people who
faced a terrorist attack.
Numerous empirical studies have conﬁrmed the relationship
between social support and health, particularly that social support
protects against negative mental health consequences in the face
of adversity (Cohen and Wills, 1985; Kessler and McLeod, 1984;
Thoits, 2011). Most attention has been given to the relationship
between social support and general mental health, depression and
posttraumatic stress disorder (PTSD). Two meta-analyses con-
cluded that lack of social support was one of the most important
risk factors for posttraumatic stress reactions following traumatic
events (Brewin et al., 2000; Ozer et al., 2003). PTSD risk, symptom
severity, and recovery seem to be related to social support
(Charuvastra and Cloitre, 2008). Social support has been investi-
gated as a potential explanation for why women consistently
report more mental health problems than men, but results are
conﬂicting (Bruga et al., 1990; Gallicchio et al., 2007; Geckova
et al., 2003; Matud et al., 2003; Olff et al., 2007).
There exists a wide variety of deﬁnitions of social support. One
major conceptual distinction is between received and perceived
social support. Whereas received support refers to actual support
provisions, perceived support denotes the perception that emo-
tional, cognitive and instrumental support would be available if
required (Joseph, 1999). Perceived support has repeatedly been
associated with better mental and physical health, but results are
more mixed for received support (Kessler et al., 1985; Thoits, 2011).
Perceived social support may precede and predict health and
well-being, but a reverse relationship may also be at work.
Individuals who develop mental health problems may, for
instance, experience social rejection (Kaniasty and Norris, 2008).
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In addition, mental health problems may interfere with social
skills (Kessler et al., 1985), potentially disturbing social relation-
ships as a whole. Investigations of the temporal relationships
between psychological distress and social support seem to indicate
that lack of social support may lead to elevated psychological
difﬁculties, and that mental health problems may lead to a loss of
social support (Kaniasty and Norris, 2008; Turner, 1981).
In an effort to understand more about the mechanisms involved
in the association between social support and mental health, several
authors have introduced other social support concepts. For example,
an investigation of negative social support (such as feeling let down)
indicated that negative support differs from lack of support and may
predict mental health problems better than positive social support
(Brewin and Holmes, 2003). Robinaugh et al. (2011) investigated how
positive and negative dyadic interactions worked together with
negative post-trauma cognitions to affect the maintenance of PTSD.
Lepore and Ituarte (1999) introduced the concept of “social con-
straints”, deﬁned as “any social condition that causes a trauma
survivor to feel unsupported, misunderstood, or otherwise alienated
from their social network when they are seeking social support or
attempting to express trauma-related thoughts, feelings, or con-
cerns”. This deﬁnition of social constraints is in line with Andrews
et al. (2003) description of negative social support and has also been
associated with symptom development (Lepore and Ituarte, 1999).
Similarly, perceived blame and unsupportive social responses were
related to distress in rape victims (Davis et al., 1991). Other concepts
that have been investigated include dysfunctional disclosure tenden-
cies, perceived reactions to disclosure, attitudes towards self-disclo-
sure, and experiential dissimilarity (Pielmeier and Maerker, 2011).
The current investigation takes a somewhat different vantage
point, and was triggered by a Swedish study that explored social
support in survivors of the Estonia ferry disaster in 1994 in a
15-year follow-up (Arnberg, 2012; Arnberg et al., 2013). The
survivors described their concerns about making use of available
social support and how they evaluated other people0s capacity and
ability to be there for them. For example, individuals refrained
from making use of social support because they felt pressure to
move on and they did not want others to think that they were
“caught up in what happened”; they also felt that their signiﬁcant
others were too distressed; or could not genuinely understand
them because they had not experienced the disaster. These results
underline the fact that social support is reciprocal and relational
and occurs in transaction with other people.
In this paper we conducted a further exploration of people0s
reasons for refraining from using social support. We constructed a
short scale to measure social support barriers and included this
scale in our study of survivors of the Utøya Island terrorist attack
in Norway in 2011. We investigated how social support barriers
relate to perceived social support and negative social support, as
well as how these three factors are related to mental health.
On July 22, 2011, Norway experienced a terrorist attack: a bomb
explosion in the government quarter of the capital, Oslo, followed
by a shooting attack on the Utøya Island outside of Oslo, where a
summer camp was being hosted for the Norwegian Labor Youth
Party. On Utøya Island, the terrorist hunted down and shot those
he could ﬁnd, resulting in the deaths of 69 people. In addition, 56
individuals were hospitalized with severe injuries. Our previous
study underlined the high degree of trauma exposure among the
survivors, including threats to life, witnessing experiences, sensory
impressions, and loss of a loved one. There were no substantial
gender differences in trauma exposure (Dyb et al., 2013).
The aims of the present study were as follows:
1) To investigate what types of social support barriers are
reported in these severely traumatized young people and to
examine the performance of the Social Support Barriers Scale.
2) To study the relationship between social support barriers,
perceived social support and negative social support, as well
as their potential associations with mental health. Associations
with mental health are analyzed separately for posttraumatic
stress and psychological distress to explore whether potential
associations are restricted to speciﬁc posttraumatic symptoms
or if they apply to mental health in general.
3) To examine potential gender differences in reported social
support barriers, as well as in the relationship between
barriers, posttraumatic stress, and psychological distress.
2. Methods
2.1. Participants and procedures
The Norwegian police identiﬁed 495 survivors of the terrorist
attack on Utøya Island. The 490 survivors above the age of 13 years
were sent postal invitations to participate in the study and were
subsequently interviewed face to face. Two waves of data collec-
tion were completed. This study mainly uses data from wave two,
and hence has a cross-sectional design. Wave one was conducted
at four to ﬁve months after the terrorist attack, and wave two was
conducted at 13–14 months. The response rate at wave one was
66.3% (N¼325), and at wave two was 58.2% (N¼285). At wave
two, all survivors were invited to the study, including those who
did not participate in wave one, and 255 individuals (52.0% of all
survivors) participated in both waves. Interviews were conducted
by health professionals with speciﬁc training for this study. The
study was based on written informed consent, and parental
consent for participants under the age of 16. The study was
approved by the Regional Committee for Medical and Health
Research Ethics in Norway. There were no signiﬁcant differences
in gender or age between participants and non-participants. More
details on participants and procedures are described in a previous
paper (Dyb et al., 2013).
2.2. Measures
2.2.1. Social support barriers
This measure was constructed on the basis of a qualitative
interview study of survivors 15 years after the Estonia ferry
disaster in 1994, in which 852 lives were lost (Arnberg, 2012;
Arnberg et al., 2013). We constructed a scale consisting of ﬁve
items related to potential social support barriers, inspired by
Arnberg0s study. Respondents were asked to what degree they
had refrained from seeking help or support or from talking about
their situation with other people because they thought (1) that
people were tired of hearing about it, (2) that other people had
enough dealing with their own problems, (3) that people would
think they were too caught up with it, (4) that they would be
burdening their friends, or (5) that people who were not present at
Utøya would not understand me. The latter item has previously
been termed experiential dissimilarity (Arnberg et al., 2013;
Thoits, 2011). Items were not speciﬁed according to relationships
(friends, family, colleagues, etc.). All items were scored on a
5-point Likert-type scale from ‘Not at all’ (0) to ‘Very much’ (4).
We used the mean scores of these ﬁve items. Cronbach0s alpha for
the 5-item social support barriers scale was 0.83.
2.2.2. Social support
Perceived social support was measured by the seven-item
Duke-UNC Functional Social Support Questionnaire (FSSQ:
Broadhead et al., 1988), including getting attention, care and
support from close ones; being cared for if sick, getting advice
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and support from others on school, work or personal matters and
being included in social activities with others. The statements had
ﬁve response categories: “As much as I would like” (5); “Almost as
much as I would like” (4); “Somewhat, but would like more”(3); “Less
than I would like” (2); and “Much less than I would like” (1), and
mean scores were calculated. The FSSQ has been shown to be valid
and reliable (Broadhead et al., 1988; Epinoa et al., 2012).
Cronbach0s alphas in the present study were.83 at both wave
one and wave two.
2.2.3. Feeling let down
In line with Andrews et al. (2003) we added an item to measure
what they term ‘negative social support’ from the Crisis Support
Scale (Joseph et al., 1992): feeling let down by someone you
thought would support you. We applied the same response
categories as those for social support barriers. This item was
analyzed as a single item separate from the measures of social
support barriers and perceived social support.
2.2.4. Mental health
Posttraumatic stress reactions in the prior month were mea-
sured using the UCLA PTSD Reaction Index (PTSD-RI: Pynoos et al.,
1998; Steinberg et al., 2004), at both wave one and wave two. The
PTSD-RI is a 20-item scale and responses are recorded on a 5-point
scale, ranging from ‘Never’ (0) to ‘Most of the time’ (4). Three items
have two alternative formulations, and the highest score is applied
to calculate the total score. Hence, 17 items make up the total
symptom scale score, corresponding to the Diagnostic and Statis-
tical Manual of Mental Disorders IV PTSD criteria (American
Psychiatric Association, 2000). The means of these 17 items were
applied in this study with a Cronbach0s alpha of.89 at both waves.
Psychological distress within the prior two weeks was mea-
sured by the eight-item version (SCL-8) of the Hopkins Symptom
Checklist-25 (Derogatis et al., 1974; Solberg et al., 2011), rated on a
scale from ‘Not bothered’ (1) to ‘Bothered a whole lot’ (4) and
applied as a mean score. Short versions of the SCL have shown
good psychometric properties (Strand et al., 2003; Tambs and
Moum, 1993). In the present study, Cronbach0s alpha was.86 at
wave one and.90 at wave two.
Sociodemographic data included gender, age, having divorced
parents, living alone, and country of origin (non-Norwegian origin
was deﬁned as having parents who were both born abroad).
2.3. Statistics
Pearson0s chi-square exact tests were used for bivariate analyses of
two categorical variables. Pearson correlations were applied for
continuous variables, and Spearman correlations were used for ordinal
variables. Conﬁrmatory Factor Analysis (CFA) was performed to
investigate the model ﬁt of perceived social support and social support
barriers as two separate latent constructs. Feeling let-down was kept
as a single variable, and not included in the CFA. Model ﬁt assessment
was based on the comparative ﬁt index (CFI) and Tucker-Lewis index
(TLI; both preferably above 0.95), root mean square error of approx-
imation (RMSEA; below 0.08), weighted root-mean-square residual
(WRMR; preferably below 1), and inspection of factor loadings.
Linear regression analyses were applied to determine the
associations between independent variables and the two outcome
variables, posttraumatic stress reactions and psychological dis-
tress. The sociodemographic information on whether parents were
divorced and whether survivors lived alone was not included in
the regression analyses because these variables represented dif-
ferent challenges for different age groups in the sample. However,
sensitivity analyses were conducted to determine if adjustment for
demographic variables would alter the regression coefﬁcients.
No participants had more than two missing answers within any
mean or sum scores. Mean scores were calculated based on the means
of valid items within each scale. All tests were two-tailed, with a
signiﬁcance level of pr0.05. Statistical analyses were performed using
IBM SPSS statistics for Windows, version 20 (IBM SPSS, Armonk, NY,
USA) andM plus version 6 (Muthén & Muthén, Los Angelses, CA, USA).
3. Results
The 285 individuals who participated in wave two of the Utøya
study comprised 47.0% females (N¼134) and 53.0% males
(N¼151). The mean age was 19.2 (SD¼4.3) years at the time of
the shooting. The age range was 13–47 years, although 93.8% were
less than 25 years of age. The majority of participants (89.9%,
N¼248) were of Norwegian ethnic origin.
3.1. Social support barriers
Table 1 displays participants0 responses to the ﬁve social
support barriers items by gender. Social support barriers were
not uncommon in this sample. For example, more than 70% of
female participants reported that they at least to some degree had
Table 1
Social support barriers in females and males (n¼282–284).
Social support barriers
Not at all A bit Somewhat Quite a lot A lot χ2 p value
I refrain from talking about it because
1 They are tired of hearing about it
Women 27.6% (37) 32.1% (43) 23.9% (32) 10.4% (14) 6.0% (8) 28.847
Men 58.0% (87) 17.3% (26) 17.3% (26) 6.0% (9) 1.3% (2) o0.001
2 They have enough dealing with their own problems
Women 27.6% (37) 29.1% (39) 23.9% (32) 16.4% (22) 3.0% (4) 17.911
Men 48.9% (72) 26.7% (40) 16.7% (25) 5.3% (8) 3.3% (5) 0.001
3 They would think I0m too caught up with it
Women 42.5% (57) 25.4% (34) 14.9% (20) 10.4% (14) 6.7% (9) 15.743
Men 63.1% (94) 19.5% (29) 11.4% (17) 4.7% (7) 1.3% (2) 0.003
4 I don0t want to overburden my friends
Women 59.0% (79) 14.9% (20) 11.9% (16) 9.7% (13) 4.5% (6) 6.660
Men 68.0% (102) 18.0% (27) 6.7% (10) 5.3% (8) 2.0% (3) 0.155
5 Those who weren0t at Utøya Island, wouldn0t understand me
Women 32.8% (44) 23.1% (31) 23.1% (31) 11.9% (16) 9.0% (12) 1.740
Men 37.8% (56) 25.7% (38) 19.6% (29) 10.1% (15) 6.8% (10) 0.783
S. Thoresen et al. / Journal of Affective Disorders 156 (2014) 187–193 189
refrained from seeking social support because their signiﬁcant
others had enough dealing with their own problems. The percep-
tion that others who did not share their traumatic experience
would not be able to understand them was also quite prevalent in
both genders. The mean reported barriers on a scale from 0 to
4 were higher in females (1.17) than in males (0.81) (t-test
po0.001).
The CFA supported the assumption that social support barriers and
perceived social support were two related but separable latent
constructs (CFI¼0.976, TLI¼0.970, RMSEA¼0.065, WRMR¼0.820).
Upon inspection of the factor loadings, two items loaded relatively
low on the social support scale (item 5: “I get invitations to go out and
do things with other people” and item 7: “I get help when I am sick
in bed”) with standardized factor loadings of 0.638 and 0.643
respectively, compared with the highest loading of 0.983. One item
loaded relatively low on the social support barriers scale (item 5:
‘Those who weren0t at Utøya Island wouldn0t understand me’), with a
loading of 0.610 compared with the highest factor loading of 0.864.
Nevertheless, all items loaded signiﬁcantly on the factor. The correla-
tion between the latent variables for social support barriers and
perceived social support was 0.66, indicating separable but related
phenomena. Based on these results, we investigated the associations
between social support variables and mental health by entering the
mean scores of social support barriers and perceived social support;
we retained feeling let down as a single categorical variable.
3.2. Social support barriers, perceived social support, and mental
health
The social support barriers scale was negatively correlated with
perceived social support and positively correlated with feeling let
down (Table 2). Social support barriers were also highly positively
correlated with posttraumatic stress reactions and psychological
distress. There were no signiﬁcant gender differences in feeling let
down (chi square¼5.023, p¼0.285) or in perceived social support
(females: mean¼4.6, SD¼0.54, males: mean¼4.5, SD¼0.65, t-test
p¼0.293). However, females reported signiﬁcantly more posttrau-
matic stress reactions (females: mean¼1.4, SD¼0.68, males:
mean¼1.1, SD¼0.66, t-test po0.001) and psychological distress
(females: mean¼1.9, SD¼0.70, males: mean¼1.7, SD¼0.61, t-test
po0.001).
Perceived social support, feeling let down, and social support
barriers were signiﬁcantly associated with current posttraumatic
stress reactions in unadjusted analyses (Table 3). However, the
regression coefﬁcient for perceived social support was reduced to
insigniﬁcance, with non-overlapping conﬁdence intervals, after
adjustment for feeling let down and for social support barriers
(Model 2, Table 3). Social support barriers showed a signiﬁcant
association with posttraumatic stress. This was true even after
adjustment for posttraumatic stress at wave one (regression
coefﬁcient¼0.26, 95 CI¼0.18–0.33, po0.001), indicating that
social support barriers may potentially have a role in symptom
change over time. Taken together, the three measures of social
support achieved an adjusted explained variance of 48%, whereas
adjusted explained variance was only 13% for the three demo-
graphic variables. After adjusting for the social support variables
(Model 3, Table 3), gender was no longer signiﬁcantly associated
with posttraumatic stress reactions, and a large reduction in the
regression coefﬁcient was observed, although the conﬁdence
intervals were partly overlapping.
Very similar ﬁndings were observed for factors associated with
psychological distress (HSCL-8) (Table 4). Compared with
perceived social support, social support barriers were more
strongly associated with psychological distress, and gender was
no longer signiﬁcantly associated with distress in the adjusted
Table 2
Correlation matrix for variables in the study.a
Variables (scale) Mean (SD) 1 2b 3 4
1 Mean social support barriers (0–4) 1.0 (0.9) –
2 Feeling let-down (1–5)b 1.8 (1.2) 0.47
3 Mean perceived social support (1–5) 4.6 (0.6) 0.52 0.38
4 Mean PTS reactions (0–4) 1.3 (0.7) 0.67 0.48 0.37
5 Mean HSCL (1–4) 1.8 (0.7) 0.61 0.37 0.33 0.81
a Pearson correlations unless otherwise stated, N¼284–285, all p valueso0.001.
b Spearman correlations.
Table 3
Factors associated with posttraumatic stress reactions at wave twoa.
Regression coefﬁcients with 95% conﬁdence intervals and p values
Unadjusted Model 1b Model 2c Model 3d
Gender 0.31 (0.16–0.47) po0.001 0.31 (0.16–0.47) po0.001 – 0.12 (0.001–0.24) p¼0.053
Age 0.002 (0.02–0.02) p¼0.849 0.01 (0.01–0.02) p¼0.489 – 0.01 (0.01–0.02) p¼0.400
Ethnicity 0.66 (0.40–0.93) po0.001 0.71 (0.45–0.97) po0.001 – 0.33 (0.12–0.53) p¼0.002
Mean social support 0.48 (0.60–0.35) po0.001 – 0.06 (0.18–0.05) p¼0.284 0.02 (0.15–0.10) p¼0.707
Feeling let down po0.001e p¼0.001e po0.001e
Ref¼Not at all
A bit 0.53 (0.33–0.74) po0.001 – 0.22 (0.04–0.39) p¼0.018 0.24 (0.06–0.42) p¼0.008
Somewhat 0.58 (0.37–0.79) po0.001 – 0.28 (0.10–0.46) p¼0.003 0.28 (0.10–0.45) p¼0.002
Quite a lot 0.76 (0.47–1.05) po0.001 – 0.37 (0.12–0.62) p¼0.003 0.36 (0.11–0.61) p¼0.005
Extremely 1.12 (0.79–1.45) po0.001 – 0.41 (0.11–0.71) p¼0.008 0.63 (0.31–0.94) po0.001
Mean social support barriers 0.52 (0.45–0.59) po0.001 0.42 (0.34–0.50) po0.001 0.38 (0.29–0.47) po0.001
a N¼254 for all analyses.
b Model 1 includes demographic variables, R2 adjusted¼0.13.
c Model 2 includes social support variables, R2 adjusted¼0.48.
d Model 3 includes all variables, R2 adjusted¼0.52.
e Overall p value.
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model. In contrast to posttraumatic stress reactions, feeling let
down was not signiﬁcantly associated with psychological distress
in the adjusted models. Social support barriers withstood adjust-
ment for psychological distress at wave one (regression
coefﬁcient¼0.26, 95% CI¼0.18–0.35, po0.001).
Interactions for gender and social support barriers were not
signiﬁcant in either model. Sensitivity analyses showed that the
regression coefﬁcients were only marginally affected, with highly
overlapping conﬁdence intervals for all variables in the model
after adjustment for trauma exposure, loss of a loved one, parental
divorce, and living alone (not displayed).
4. Discussion
In this study, we expanded the notion of social support and its
relation to mental health by investigating possible reasons trau-
matized youth could have for not utilizing social support. These
barriers were: participants0 perceptions that other people were
tired of hearing about the trauma, that others had their own
problems to face, that other people would consider the survivors
too preoccupied with what happened or that friendships might be
overburdened; and a feeling that other people were not really able
to understand their suffering if they had not experienced it
themselves. These barriers were not uncommon in our sample of
young terror victims, and female participants reported more
barriers than male participants.
The measure of social support barriers introduced in this paper
showed good psychometric properties with a high internal con-
sistency. Convergent and discriminant validity were indicated by
the CFA supporting social support barriers and perceived social
support as two separable though related latent variables. Predic-
tive validity was indicated by its association with both posttrau-
matic stress reactions and psychological distress. Although the
construct of social support barriers would need further explora-
tion and the scale needs testing in other populations, we perceive
social support barriers as one of perhaps several promising paths
to a more nuanced conceptualization of social support in relation
to mental health.
Previous research has documented the relationship between
perceived social support and mental health (Kessler et al., 1985;
Thoits, 2011), and our previous study of the Norwegian terror
victims from Utøya Island also demonstrated an associa-
tion between perceived social support and posttraumatic stress
reactions (Dyb et al., 2013). In this study, however, we were able to
demonstrate that social support lost its relevance for mental
health problems after adjustment for social support barriers and
feeling let down (negative social support). The three measures
related to social support (perceived support, feeling let down and
barriers) were signiﬁcantly but only moderately correlated, indi-
cating that they are conceptually different phenomena. In other
words, a person might experience high perceived social support
and at the same time hold back from utilizing these resources,
with potential consequences for health and well-being. This is in
line with a recent review of social bonds and PTSD (Charuvastra
and Cloitre, 2008), in which the authors conclude that the
protective effects of social support can occur simultaneously with
risk-inducing negative social support, and that these may have
different pathways. These results clearly demonstrate the short-
comings of a unidimensional concept of social support. Particularly
because social support is considered one of the most important
factors for mental health development following adversity (Brewin
et al., 2000; Ozer et al., 2003), this ﬁnding underlines the need for
more reﬁned conceptualization and measurements, with the
potential for a better understanding of the processes involved.
The social support barriers scale was highly related to post-
traumatic stress reactions as well as to psychological distress,
indicating its relevance not only for speciﬁc trauma-related
symptoms but for mental health in general. In contrast, perceived
social support was not relevant for either measure of mental
health after adjusting for barriers, and feeling let down remained
signiﬁcant only for posttraumatic stress reactions. These ﬁndings
expand on previous studies, indicating that negative aspects
relating to social support may be better predictors of health and
well-being than perceived positive support (Andrews et al., 2003;
Brewin and Holmes, 2003). It is worth noting, however, that in this
study, both barriers and feeling let down contributed uniquely to
posttraumatic stress reactions. Causal directions could not be
investigated in this study because social support barriers were
introduced in wave two and measured concurrently with health.
However, social support barriers withstood adjustment for wave
one mental health problems, which may be a preliminary indica-
tion of their potential involvement in symptom development. Few
studies have investigated the temporal relationships between
various aspects of social support and mental health (Kaniasty
and Norris, 2008; Robinaugh et al., 2011), and longitudinal
research is needed to understand the mechanisms involved in
these relationships.
Table 4
Factors associated with psychological distress (HSCL-8) at wave two.a
Regression coefﬁcients with 95% conﬁdence intervals and p values
Unadjusted Model 1b Model 2c Model 3d
Gender 0.21 (0.06–0.36) p¼0.007 0.22 (0.08–0.37) p¼0.003 – 0.06 (0.07–0.19) p¼0.354
Age 0.01 (0.01–0.03) p¼0.319 0.02 (0.002–0.03) p¼0.077 – 0.01 (0.001–0.03) p¼0.060
Ethnicity 0.59 (0.35–0.84) po0.001 0.62 (0.37–0.86) po0.001 – 0.27 (0.05–0.49) p¼0.014
Mean social support 0.41 (0.53–0.29) po0.001 – 0.07 (0.20–0.05) p¼0.236 0.04 (0.17–0.09) p¼0.592
Feeling let-down o0.001e p¼0.214e p¼0.148e
Ref¼Not at all
A bit 0.42 (0.21–0.63) po0.001 – 0.12 (0.06–0.31) p¼0.193 0.13 (0.05–0.32) p¼0.162
Somewhat 0.50 (0.29–0.71) po0.001 – 0.22 (0.03–0.41) p¼0.025 0.18 (0.01–0.36) p¼0.057
Quite a lot 0.44 (0.15–0.74) p¼0.003 – 0.08 (0.18–0.34) p¼0.557 0.12 (0.14–0.38) p¼0.362
Extremely 0.85 (0.51–1.18) po0.001 – 0.18 (0.14–0.49) p¼0.276 0.33 (0.001–0.66) p¼0.049
Mean social support barriers 0.45 (0.38–0.52) po0.001 – 0.39 (0.30–0.47) po0.001 0.35 (0.26–0.43) po0.001
a N¼254 for all analyses.
b Model 1 includes demographic variables, R2 adjusted¼0.11.
c Model 2 includes social support variables, R2 adjusted¼0.38.
d Model 3 includes all variables, R2 adjusted¼0.40.
e Overall p value.
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Female gender has repeatedly been shown to be associated
with more mental health problems (Olff et al., 2007). However, in
this study, in which the traumatic exposure did not differ sub-
stantially between genders (Dyb et al., 2013), social support
variables were much more strongly related to both posttraumatic
stress and psychological distress than demographic variables were,
including gender. When social support variables and, most impor-
tantly, social support barriers, were entered into the models, the
regression coefﬁcients for female gender were largely reduced.
Women in this study reported more social support barriers than
men. These results indicate that social support barriers may have a
role in explaining why women report more mental health
problems.
4.1. Limitations
Although these data were part of a longitudinal study, most
analyses are based on cross-sectional data. Thus, we cannot make
causal inferences, and longitudinal studies are needed to explore
temporal relationships between the factors we have studied. This
is the ﬁrst study to use a quantitative measure of social support
barriers, and the future usefulness of the measure needs to be
explored in other samples. Although we considered the response
rates to be adequate in this sample, we have little information
about nonresponders. Previous analyses have shown that respon-
ders did not differ signiﬁcantly from nonresponders in age and
gender (Dyb et al., 2013). Strengths of this study include the use of
face-to-face interviews with trained clinicians, the longitudinal
design, and the comprehensive data collection that made it
possible to explore new ground. In addition, the present sample
may have had some advantages in terms of being less confounded
than would normally be expected when studying adversity, social
support and mental health. There is no reason to assume that the
politically active adolescents and young adults at Utøya Island
represented any particularly vulnerable group, and the adversity
they faced was unrelated to their personal histories, and was
practically identical in men and women.
4.2. Conclusions and clinical implications
Barriers against utilizing social support were not uncommon in
survivors from the terrorist attack at Utøya Island. Social support
barriers were highly associated with both posttraumatic stress
reactions and psychological distress, more than perceived social
support. In addition, social support barriers may have a role in
explaining why women are at increased risk for mental health
problems.
Our results indicate that it may be useful for clinicians to
explore not only perceived social support but also barriers to
making use of these resources. Although this study documented a
strong relationship between social support barriers and mental
health problems, these barriers may have an important role in
regulating social interaction. Refraining from utilizing social sup-
port may be indicative of a person0s capacity to understand other
people0s state of mind. This capacity may be helpful for maintaining
social relationships over time and preventing negative responses to
occur. For clinicians, helping people establish a good balance
between understanding one0s own needs and those of others may
be beneﬁcial for individuals facing major life adversities.
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